
<Date>

<Member Name>							       Your Action Required!
<Member Address>	
<City, State Zip>

       
Dear <Member’s Name>:

Molina Healthcare received your oral request for an appeal on <Appeal Receipt Date> to review the denial 
of <Service> on <Date>. All oral appeals must be confirmed withinv writing within 10 calendar days from 
the date the appeal was first requested.

We expect to resolve your appeal by <Expected Resolution Date> and no later than 30 calendar days of 
Molina’s receipt.  However, if we do not receive your appeal request in writing, your appeal will be closed 
and a decision will not be made. For your convenience, we have included an Appeal Request Form that 
you can fill out and sign.  You can send it back to us using the pre-paid envelope also included.

Questions? Call Member Services at X-XXX-XXX-XXXX or TTY 711. We’re ready to help 7 a.m. to 7 p.m. 
Eastern Time, from Monday to Friday. We value your membership and are committed to providing you 
quality care. 

If you have a problem reading or understanding this information, please call Member Services for help at 
no cost to you. We can explain this information in English or in your primary language. We can print this 
information in other languages. We can also help if you are visually or hearing-impaired.

Sincerely,

<Coordinator>
<Member Resolution Team Coordinator>

cc: 	 [Member’s provider/authorized rep]

 

Molina Healthcare of Kentucky, Inc., <Address>
www.MolinaHealthcare.com



Nondiscrimination Notice

Molina Healthcare of Kentucky (Molina) complies with all Federal civil rights laws that relate to healthcare 
services. Molina offers healthcare services to all members without regard to race, color, national origin, 
age, disability, or sex.  Molina does not exclude people or treat them differently because of race, color, na-
tional origin, age, disability, or sex. This includes gender identity, pregnancy and sex stereotyping.

 	 To help you talk with us, Molina provides services free of charge:
•	 Aids and services to people with disabilities  		

»» Skilled sign language interpreters
»» Written material in other formats (large print, audio, accessible electronic formats, 

Braille)
•	 Language services to people who speak another language or have limited English skills

»» Skilled interpreters
»» Written material translated in your language

If you need these services, contact Molina Member Services at (XXX) XXX-XXXX
TTY 711. 

If you think that Molina failed to provide these services or treated you differently based on your race, 
color, national origin, age, disability, or sex, you can file a grievance.  You can file a grievance in person, 
by mail, fax, email, or through MyMolina.com, our secure member portal. If you need help writing your 
complaint, we will help you. Call our Civil Rights Coordinator at (XXX) XXX-XXXX, or TTY, 711. Mail 
your grievance to: 

Civil Rights Coordinator
200 Oceangate 
Long Beach, CA 90802 

You can also email your grievance to civil.rights@molinahealthcare.com. Or, fax your complaint to (XXX) 
XXX-XXXX.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office 
for Civil Rights. Complaint forms are available at http://www.hhs.gov/ocr/office/file/index. html. You can 
mail it to: 

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
	
You can also send it to a website through the Office for Civil Rights Complaint Portal, available at https://
ocrportal.hhs.gov/ocr/portal/lobby.jsf. If you need help, call 1-XXX-XXX-XXXX; TTY XXX-XXX-XXXX.
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